
Rehabilitation Program Discharge Summary 

Date: [Insert Date] 

Patient Name: [Insert Patient Name] 

Date of Birth: [Insert DOB] 

Medical Record Number: [Insert MRN] 

Program Start Date: [Insert Start Date] 

Program Completion Date: [Insert Completion Date] 

Summary of Treatment 

[Provide a brief summary of the treatment received, including types of therapies, duration, and 

any significant progress made.] 

Patient Progress 

[Detail the patient's progress throughout the rehabilitation program, including assessments and 

outcomes.] 

Recommendations 

[List any recommendations for ongoing care, follow-up appointments, or additional treatments 

required.] 

Signatures 

Rehabilitation Specialist: ________________________ 

Date: ________________________ 

Patient Signature: ________________________ 

Date: ________________________ 


